Cholestatic jaundice is a common surgical problem. In the UK the most common underlying pathology includes stones in the biliary tract and carcinoma of the head of the pancreas (Davidson & Macleod 1972) . Sometimes the cause is unclear and a laparotomy is then performed. We report a case in which a liver biopsy led to the diagnosis of benign recurrent intrahepatic cholestasis (Summerskill & Walshe 1959) , thus obviating the need for laparotomy.
Case report A 50-year-old Caucasian man presented in October 1983 with a four-week history of painless jaundice and weight loss of 7.5 kg. The jaundice was preceded by severe pruritus and accompanied by dark urine and pale stools. There was nothing to suggest any pharmacological or serological cause for the jaundice. The patient had had a similar episode ofjaundice in 1965, which had subsided spontaneously and for which no diagnosis had been made. There was also a strong family history ofjaundice.
On examination he was icteric but apyrexial. The liver was palpable 2 cm below the right costal margin, but neither spleen nor gallbladder could be palpated. His urine contained conjugated bilirubin. The initial investigations showed a pattern of obstructive jaundice (Table 1) .
Tests for toxoplasmosis and hepatitis A and B were negative. An ultrasound scan demonstrated a normal head of pancreas and normal-calibre common and intrahepatic bile ducts. There were no stones visible within the gallbladder. An endoscopic retrograde cholangiopancreaticogram (ERCP) revealed no stones or stricture, within a normal biliary tree.
In view of the family history and the benign nature of his previous attack, a liver biopsy was performed. This demonstrated preservation of the normal hepatic architecture, but with severe centrilobular cholestasis and Kupffer cell hyperplasia. This was associated with a moderate infiltration of sinusoidal mononuclear cells, and focal degeneration of hepatocytes (Figure 1 ), consistent with a diagnosis of benign recurrent intrahepatic cholestasis (BRIC). Over the succeeding months, the jaundice gradually subsided (Table 1) (1976) pointed out that they may be triggered by stimuli such as pregnancy, stress and operations. The syndrome has not only been reported in individuals, but within whole families (Biempica et al. 1967 , Goldberg & Henry 1967 and in isolated communities (Tygstrup & Jensen 1969) . The features of our patient's illness fulfil the criteria for the syndrome as defined by Tygstrup & Jensen (1969) . Investigation of his family history has revealed that 4 of his relatives, all female (Figure 2) (mother, sister and 2 nieces), have had at least one episode each of painless jaundice of an obstructive nature, occurring at various ages ranging from 5 to 23 years; none had any underlying condition such as gallstones or pancreatic disease, and in each case the jaundice settled spontaneously over 6 to 8 weeks.
Accurate and early diagnosis of this syndrome can be of importance. Many of the previously reported cases underwent exploratory laparotomy, often on several occasions, in order to establish a diagnosis. Surgery in the jaundiced patient carries increased risks and may even exacerbate the cholestasis, since surgery is thought to be a predisposing factor (De Pagter et al. 1976 ). A liver biopsy performed under local anaesthesia will confirm the diagnosis and is a less traumatic procedure. An early diagnosis of BRIC will prevent over-investigation of the patient during subsequent attacks, and allows the patient and his family to be given the reassurance and advice that they require.
